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10
c) the certificate of need for the replacement beds must be granted no later

than January 1, 2001, and
d) at the time replacement beds become licensed, the existing facility shall
unconditionally cease operation as a nursing facility, and
e) . notwithstanding any provision in section “Recovery of Depreciation” on .
pages 32 through 34, of the principles of reimbursement to the contrary,
recapture of depreciation will be paid to the State of Rhode Island upon the
sale of the existing facility whenever occurring and regardless of the
proposed or actual use of the existing facility by the purchaser.
C. Labor Related Expenses:
This cost center grouping will include all allowable costs reported in Accounts No. 431 - Health
Care Plan (Employer’s share-portion attributable to personnel included within this cost center),
432 - Other Employee Fringe Benefits (portion attributable to personnel included within this cost
center), 440- Payroll Taxes (portion attributable to personnel included within this cost center),
442- Insurance (Workers Compensation, group life, pension and retirement-portion attributable to
personnel included within this cost center), S11- Plant Operation and Maintenance Salaries, 521 -
Dietary Salaries, 524 - Purchased Dietary Services, 531 - Laundry and Linen Salaries, 538-
Purchased Services Laundry and Linen, 541 - Housekeeping Salaries, 548 - Purchased Services,

Housekeeping, 600 Salaries-DNS, 601 - Salaries-R.N.’s, 611-Salaries-L.P.N.’s, 615A, B

TN# 00-008 Effective _11/1/00
Supersedes Approval Date:_ O[- 1O - O]
TN#_96-07

OFFICIAL



